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Abstract
Purpose: Physicians caring for patients with cancer frequently
encounter individuals who will die as a result of their disease. The
primary aim of this study was to examine the frequency and
nature of bereavement practices among cancer care and pallia-
tive care physicians in the Pacific Northwest United States. Sec-
ondary aims included identification of factors and barriers
associated with bereavement follow-up.

Methods: An institutional review board (IRB) –approved,
anonymous online survey of cancer specialists and palliative care
physicians in Alaska, Washington, Oregon, Idaho, Montana, and
Wyoming was performed in fall 2010. Potential participants were
identified through membership in national professional orga-
nizations. Summary statistics and logistic regression methods
were used to examine frequency and predictors of bereave-
ment practices.

Results: A total of 194 (22.7%) of 856 physicians participated
in the online survey, with 164 (19.1%) meeting study inclusion
criteria. Overall, 70% of respondents reported always or usually
making a telephone call to families, sending a condolence letter,
or attending a funeral service after a patient’s death. The most
common perceived barriers to bereavement follow-up were lack
of time and uncertainty of which family member to contact. Sixty-
nine percent of respondents did not feel that they had received
adequate training on bereavement follow-up during postgradu-
ate training.

Conclusion: Although a significant portion of respondents
engaged in some form of bereavement follow-up, the majority felt
inadequately trained in these activities. Efforts to identify available
resources and address bereavement activities in postgraduate
training may contribute to improved multidisciplinary treatment of
patients with cancer and their families.

Introduction
Physicians caring for patients with cancer encounter varying
stages of illness, with a significant proportion of patients ulti-
mately dying as a result of their disease. In addition, after a
patient’s death, the bereavement experience of surviving family
and caregivers can be associated with increased morbidity and
mortality.1-10 The effect of death and dying on a patient’s larger
social network has led to an ongoing evolution of the physi-
cian’s role in comprehensive cancer care. In 1998, the American
Society of Clinical Oncology (ASCO) published the special
article Cancer Care During the Last Phase of Life.11 Among its
recommendations, this publication advocated for the broader
use of palliative care and supported the longitudinal involve-
ment of cancer care physicians throughout the course of disease.
Some have supported the belief that this longitudinal involve-
ment includes the period after death.12-14

Follow-up with bereaved family and caregivers is viewed as
an essential component of good palliative care.15-18 The lack of
such follow-up can result in feelings of abandonment and de-
creased satisfaction with care.19-22 Recent studies of physicians
caring for patients with cancer have demonstrated that bereave-
ment can vary significantly by specialty and practice as well as
according to resource availability and individual physician
opinions.23-25

The primary objective of our study was to assess the fre-
quency and nature of bereavement follow-up among cancer

care and palliative care physicians in the Pacific Northwest
United States. For the purpose of this article, we define bereave-
ment follow-up to include all those surveyed activities after
patient death in which a physician has contact with surviving
family members or caregivers. Secondary objectives included
examination of factors associated with engaging in bereavement
follow-up activities in this population and comparison of the
participation in such activities by medical specialty.

Methods

Study Population
Eligible study participants included attending radiation oncol-
ogists, medical oncologists (including pediatric oncologists),
surgical oncologists (including surgical subspecialties), and pal-
liative care or hospice physicians who, at the time of survey,
were directly involved in patient care in Alaska, Idaho, Mon-
tana, Oregon, Washington, and Wyoming. Participants were
identified through 2010 membership directory listings of
ASCO, the American Society for Therapeutic Radiology and
Oncology, and the American Academy of Hospice and Pallia-
tive Medicine. Potential participants were initially contacted via
directory-listed e-mail addresses in October 2010. This e-mail
communication included a description of the project and invi-
tation to participate by agreeing to electronic consent and com-
pleting an anonymous online survey. Reminder e-mails were
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sent to nonresponders at 2 and 6 weeks after the initial invita-
tion. Because of suboptimal response rates after e-mail contact,
an approved protocol modification allowed for a single postcard
reminder to be sent to nonresponders. No compensation was
offered for participation in the study. This study was reviewed
and approved by the Oregon Health & Science University In-
stitutional Review Board (IRB00006539).

Survey Instrument and Data Collection
The survey was developed using the Research Electronic Data
Capture (REDCap) survey administration tool supported at
Oregon Health & Science University by the Oregon Clinical
and Translational Research Institute. To aid in comparison,
survey content was based largely on two recent studies of the
self-reported bereavement practices of cancer care physi-
cians.23,25 This included 18 demographic questions regarding
characteristics (sex, age, race, ethnicity, religion) and practice
composition (medical specialty, tenure, type of practice, pres-
ence or absence of palliative care and bereavement programs,
work hours, number of new patients per week, proportion of
patients with advanced illness, monthly number of deaths, and
proportion of time spent on patient care, research, teaching
and/or administrative activities).

Investigative questions and opinion statements were de-
signed using five-point Likert scale responses. Seven questions
measured frequency of participation in bereavement follow-up
activities using response anchors of never and always. Activities
surveyed included initiating a telephone call to the family, send-
ing a condolence letter or card, attending a funeral or memorial
service, initiating or attending a family meeting, making oneself
available to answer telephone calls, and referral to bereavement
counselor, support program, or support group.

Eight questions were used to assess the level of agreement
between the respondent’s relationship with patients and per-
sonal feelings about bereavement follow-up using response an-
chors of strongly disagree and strongly agree. Seven questions
measured the importance of perceived barriers to bereavement
follow-up. The final four questions of the survey assessed the
importance level of services a bereavement program may offer.
The full survey is available from the corresponding author.

Statistical Analyses
Summary statistics were used to describe characteristics of re-
spondents and frequencies of bereavement follow-up activities.
Data are presented as frequency counts, percentages, and me-
dians, as indicated. Comparison of bereavement practices be-
tween palliative care physicians, medical oncologists, and
radiation oncologists was performed using Fisher’s exact test,
with a predefined level of significance of P � .05. Surgical
oncologists were excluded from specialty comparison because
of the small number in our sample (eight participants, repre-
senting 5% of total participants). The small number of pediat-
ric oncologists (five participants) was grouped with medical
oncologists for the purposes of interspecialty comparison.

We considered physician-initiated telephone calls, sending
condolence letters or cards, and attending funerals as active

forms of bereavement follow-up, as in another recent study of
bereavement practices.23 A binary measure summarizing partic-
ipation in active bereavement practices was derived for each
physician by assigning a score of 1 to 5 to the Likert-scale
responses of never to always, respectively. For example, a par-
ticipant who indicated never performing an activity would re-
ceive a score of 1, performing an activity sometimes would
receive a score of 3, and always performing an activity would
receive a score of 5. Each physician’s responses to the three
active practice items were summed and then divided by three to
obtain a mean active bereavement score. This mean score was
then dichotomized into � 3 (sometimes, usually, or always)
and � 3 (rarely or never).

Respondent demographics, physician opinions, and per-
ceived barriers were explored as possible predictors of active
bereavement practices (mean active bereavement score � 3)
using univariate and multivariate logistic regression. Physician
opinion predictors were dichotomized into � 3 (agree or
strongly agree) and � 3 (disagree or strongly disagree). Per-
ceived barrier predictors were dichotomized into � 3 (some-
what important, important, or very important) and � 3 (not
very important or not important at all). Multivariate analysis
was conducted using stepwise selection method with cutoffs of
P � .25 for entry into the model and P � .05 to remain in the
model. Odds ratios (ORs) are presented with 95% CIs. All
analyses were conducted using the statistical software package
SAS version 9.2 (SAS Institute, Cary, NC).

Results

Characteristics
A total 194 (164 after e-mail solicitation, 30 after additional
postcard mailing) of 856 contacted potential participants ac-
cessed the online survey tool, for an overall response rate of
22.7%. Four respondents declined further participation at the
electronic consent statement. Excluded respondents included
23 who were not attending physicians and three who were not
currently involved in direct patient care. After these exclusions,
a total of 164 participants (19.1% of total contacted) met study
inclusion criteria.

The median age of respondents was 52 years, and a majority
of respondents were white men (Table 1). Medical oncology
was the most common specialty (41%), followed by palliative
care (24%) and radiation oncology (23%). Seven other special-
ties reported were family medicine (n � 3), internal medicine
(n � 1), internal medicine and pediatrics (n � 1), critical care
(n � 1), and psychiatry (n � 1). Approximately half of respon-
dents had been staff physicians for � 15 years. A slight majority
of respondents reported working in community hospitals.
Eighty percent of respondents stated that their facility had a
functional palliative care program.

Bereavement Practices
Overall, 89.4% of respondents (95% CI, 83.6% to 93.3%; Fig 1)
reported that they would always or usually be available to an-
swer telephone calls from a patient’s family or caregiver. Re-
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garding family meetings, 72.0% (95% CI, 64.7% to 78.4%) of
respondents reported rarely or never initiating such meetings.
When asked about attendance at family-initiated meetings,
45.6% (95% CI, 38.1% to 53.4%) reported that they would
never or rarely attend such meetings, and 38.7% (95% CI,
31.5% to 46.5%) would always or usually attend meetings at a
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Figure 1. Frequency of surveyed bereavement practices.

Table 1. (Continued)

Characteristic No. %

No. of new patients per week

� 5 39 24

6-10 86 53

11-15 17 10

16-20 6 4

� 20 14 9

Patients with advanced illness, %

� 25 78 48

26-50 48 30

51-75 9 5

� 75 27 17

Average No. of deaths per month

Median 4

Range 0-60

Time spent on patient care, %

� 25 18 11

26-50 20 12

51-75 26 16

� 75 99 61

Time spent on research, %

� 25 133 83

26-50 16 10

51-75 6 4

� 75 4 3

Table 1. Respondent Characteristics (n � 164)

Characteristic No. %

Sex

Female 56 34

Male 107 66

Age, years

Median 52

Range 32-73

Ethnicity

Asian 13 8

Hispanic/Latino 4 2

White 142 88

Other 3 2

Religion

Christian 68 42

Jewish 14 9

Hindu 1 1

Other 12 7

Unaffiliated (eg, atheist, agnostic) 57 35

Prefer not to answer 10 6

Specialty

Medical oncology 67 41

Palliative care 40 24

Radiation oncology 36 23

Surgical oncology 8 5

Pediatric oncology 5 3

Other 7 4

Tenure as staff physician, years

� 5 29 18

5-10 29 18

11-15 21 13

� 15 85 51

Practice location

Community hospital 64 39

Academic hospital 39 24

Cancer center 40 25

Other 20 12

Palliative care program

Yes 131 80

No 31 19

Unsure 2 1

Bereavement program

Yes 74 45

No 66 40

Unsure 24 15

Average work hours per week

� 40 28 17

41-50 43 26

51-60 51 31

61-70 26 16

� 70 16 10

Continued on next column
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family’s request. Almost half of respondents would always or
usually refer family members and caregivers to bereavement
programs.

When focusing on active bereavement practices, 69.8%
(95% CI, 62.3% to 76.3%) of respondents reported always or
usually performing at least one of the activities of making a
telephone call to families, sending a condolence letter, or at-
tending a funeral service. The most commonly performed ac-
tivity was sending a condolence letter or card (Fig 1). Between
specialties, medical oncologists were more likely to report al-
ways or usually placing a telephone call to family (42.3% v
15.0% of palliative care physicians and 11.1% of radiation on-
cologists; P � .002) and sending a condolence letter (71.8% v
55.0% of palliative care physicians and 33.3% of radiation on-
cology physicians; P � .004). Referral to bereavement support
groups was reported by 75.0% of palliative care physicians com-
pared with 38.0% of medical oncologists and 33.3% of radia-
tion oncologists (P � .002).

Physician Opinions
The majority of physicians in each specialty agreed that they
liked to meet a patient’s family and treat patients as part of a
family unit. Medical oncologists reported a higher frequency of
tending to get attached to patients, feeling a sense of failure after
a patient’s death and believing that physicians had a responsi-
bility to write a condolence letter. Palliative care physicians
reported the lowest frequency of feeling anxious speaking to
families after a death. The majority of respondents in each
specialty (68.3% overall) did not feel that they had received
adequate training on bereavement follow-up during their resi-
dency or fellowship training (Table 2).

Perceived Barriers and Needs From
Bereavement Programs
The most commonly perceived barrier of bereavement fol-
low-up among all specialties was lack of time (62.4% overall). A
greater proportion of radiation oncologists cited lack of be-
reavement support services, uncertainty about which family
member to contact, and feeling uncomfortable about what to
say as important barriers. Of those services surveyed, respon-
dents believed that providing a list of bereavement support
services available in the community and identifying the appro-
priate family member to contact were the most important ser-
vices that a bereavement program might offer (data not shown).

Logistic Regression Analysis
Univariate predictors that were positively associated with active
bereavement follow-up included specialty of medical oncology,
presence of a palliative care program, working � 60 hours per
week, tendency to get attached to patients, and belief that phy-
sicians have a responsibility to write a condolence letter. Feeling
uncomfortable about what to say was negatively associated with
active bereavement follow-up. On multivariate analysis, spe-
cialty of medical oncology (OR, 4.68; 95% CI, 1.61 to 13.62),
presence of a palliative care program (OR, 3.24; 95% CI, 1.10
to 9.58), and belief that physicians have a responsibility to write

a condolence letter (OR, 6.62; 95% CI, 2.16 to 20.33) re-
mained significant positive predictors of active bereavement
follow-up. Feeling uncomfortable about what to say in addition
to lack of bereavement support services were significant nega-
tive predictors of active bereavement follow-up (OR, 0.31;
95% CI, 0.11 to 0.87 and OR, 0.38; 95% CI, 0.15 to 0.98,
respectively).

Discussion
We surveyed a US population of cancer care physicians regard-
ing their participation in common bereavement activities after
the death of a patient. An important distinction in these activ-
ities is that although bereavement counseling has the potential
to intervene and affect complicated grief,26 a majority of sur-
veyed activities represent expressions of condolence. The extent
to which condolence expressions have an impact on health out-
comes is unknown, although we propose it affords potential
contact to identify those who may benefit from counseling.
Seventy percent of our respondents referred to a bereavement
program at least sometimes; however, the circumstances sur-
rounding this referral and any possible impact on the bereaved
are beyond the scope of our study.

Interpretation of the high bereavement follow-up rates seen
in our study is significantly limited by its disappointing 22%
response rate. Originally, we suspected that e-mail solicitation
may have either been overlooked or blocked by e-mail filtering
programs, but additional contact by US mail showed only small
recruitment benefit. Two similar studies of physician bereave-
ment practices have been performed in Canada and Israel, each
demonstrating an approximately 70% response rate.23,25 Simi-
lar recruitment methods were used, although one study did
provide a small incentive for participation.23 Because physician
bereavement practices remain a relatively understudied area, to
place our findings within the proper context, we offer compar-
isons to these two similar studies while acknowledging that the
substantial differences in participation rates and presence of
biases challenge the validity of direct comparison.

In a similar population of Canadian physicians, Chau et al23

found that one third of respondents usually or always per-
formed the active practices of sending a condolence card, at-
tending a funeral, or, most commonly, placing a telephone call
to families. More than two thirds of respondents in our regional
domestic survey reported regularly participating in at least one
of these activities. Canadian physicians with access to a pallia-
tive care program were less likely to perform bereavement fol-
low-up, which the authors suggested may have represented
delegation of bereavement follow-up to palliative care services,
a finding absent in our study. Finally, survey of the Canadian
physician group found that palliative care physicians were the
most likely group to perform active bereavement follow-up. In
contrast, we found that medical oncologists were most likely to
engage in active bereavement follow-up. It has been demon-
strated that often, referral to palliative care physicians occurs
relatively late in the course of disease.27-29 It is possible that
delay in palliative care referral may result in a shorter timeframe
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in which to develop the physician-patient bond that makes
follow-up more likely.25

Seventy-four percent of Israeli oncologists surveyed by Corn
et al25 reported frequently or occasionally participating in be-
reavement rituals, with 26% reporting that they never engaged
in any sort of bereavement rituals. The likelihood of bereave-
ment activity participation was significantly associated with the
presence of a special bond with patients. Grouping the practices
of attendance at funerals, visitations, and memorial services
together, they found that 29% of respondents frequently or
occasionally attended these events. In comparison, 16% of our
respondents reported always, usually, or sometimes attending a
funeral or memorial service. This discrepancy in ritual atten-
dance rates may be explained by differences in culture, practice
of medicine, or perceived expectations and responsibilities. A

consistent barrier reported in these studies as well as ours was
lack of time.

From a historical perspective, the physician’s letter of con-
dolence is one of the oldest enduring forms of grief expression in
medicine.12,30-32 As the most common active practice in our
study, it is not surprising that the belief that this form of com-
munication was a physician’s responsibility was positively asso-
ciated with active follow-up. Taking into consideration the self-
reported lack of training as well as feelings of uncertainty about
what to say, perhaps a good starting point is to revisit training in
this dying art. Various authors have suggested the essential
components of a condolence letter include acknowledgment of
loss, recognition of one’s role in care, mention of a personal
quality or memory of the deceased, an offer to remain available
for support or questions, and expression of sympathy.31,33 Iden-

Table 2. Opinions Regarding Patients and Bereavement Follow-Up According to Specialty

Opinion

Radiation
Oncologists

(n � 37)

Medical
Oncologists

(n � 72)

Palliative Care
Physicians

(n � 40)

PNo. % No. % No. %

Tend to get attached to patients .003

Strongly disagree or disagree 7 19.4 4 5.6 1 2.5

Neutral 7 22.2 12 16.9 17 42.5

Agree or strongly agree 21 58.3 55 77.5 22 55.0

Prefer not to show true feeling .23

Strongly disagree or disagree 28 77.8 60 84.5 38 95.0

Neutral 5 13.9 7 9.9 2 5.0

Agree or strongly agree 3 8.3 4 5.6 0 0.0

Like to meet family members .50

Strongly disagree or disagree 0 0.0 1 1.4 0 0.0

Neutral 4 11.1 4 5.6 1 2.5

Agree or strongly agree 32 88.9 66 93.0 35 97.5

Like to treat family unit .003

Strongly disagree or disagree 3 8.3 2 2.8 0 0.0

Neutral 7 19.4 5 7.0 0 0.0

Agree or strongly agree 26 72.2 64 90.1 40 100.0

Physicians have responsibility to write condolence letter .001

Strongly disagree or disagree 15 41.7 20 28.2 10 25.0

Neutral 17 47.2 17 23.9 18 45.0

Agree or strongly agree 4 11.1 34 47.9 12 30.0

Feel anxious speaking to family after patient death .02

Strongly disagree or disagree 20 55.6 46 64.8 35 87.5

Neutral 9 25.0 11 15.5 2 5.0

Agree or strongly agree 7 19.4 14 19.7 3 7.5

Feel sense of failure .001

Strongly disagree or disagree 25 69.4 53 74.7 39 97.5

Neutral 7 19.4 5 7.0 1 2.5

Agree or strongly agree 4 11.1 13 18.3 0 0.0

Received adequate bereavement training in residency/fellowship .14

Strongly disagree or disagree 25 69.4 47 66.2 28 71.8

Neutral 8 22.2 12 16.9 2 5.1

Agree or strongly agree 3 8.3 12 16.9 9 23.1
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tification of the appropriate family contact is also key for such
communication.

The perceived lack of adequate training regarding bereave-
ment activities during residency or fellowship has been demon-
strated in other studies of physicians dealing with end-of-life
issues.34-38 Additionally, barriers that were negatively associated
with active bereavement follow-up included lack of bereave-
ment support resources and feeling uncomfortable about what
to say. Since ASCO developed recommendations a decade
ago,11 there has been an expansion of palliative care rotations as
well as improvements in educational resources to specifically
address the need for education in end-of-life care.16,39 Palliative
care programs have also greatly expanded, perhaps causing
some to assume embedded bereavement follow-up mecha-
nisms. In practice, bereavement follow-up is often performed
by various members of the health care team.24,40 It is important
to consider that although follow-up in general is welcomed,
studies have demonstrated that family members feel it is impor-
tant to have contact with a patient’s physician.20,41 Determin-
ing the direct impact of these efforts on the bereaved will require
longitudinal study.

We do not presume that lack of participation in bereavement
follow-up is the result of avoidance. There are countless factors that
influence an individual’s decision to reach out to a patient’s family.
Although the individual needs of the bereaved can be highly vari-
able,42 a significant proportion of families express the desire for and
satisfaction with such activities.19,40,43-45 As mentioned, the extent
to which direct contact through offerings of condolence ultimately
leads to referral for support or counseling would be a point of
interest for future study.

We acknowledge the low response rate to our survey signifi-
cantly limits its generalizability, and the high rates of participation
in bereavement follow-up likely reflect contribution from both
response and social desirability biases. Because of the design of our
study, it was not possible to determine difference in demographics
from respondents and nonrespondents. To aid in comparison, the
methods selected for this study mirror those of a similar study of
bereavement practices among cancer care physicians.23 However,
given our smaller sample size, such methods may lack sufficient
statistical power. Finally, although we expected membership in the
surveyed professional organizations to represent the majority of
physicians we were interested in targeting, there likely remains a
substantial unsurveyed population.

In conclusion, a large proportion of our study respondents
reported engaging in bereavement follow-up, with a concurrent
perceived lack of training in these activities. Although the role
of the physician in bereavement follow-up is not clearly defined,
efforts to improve communication, identify available resources,
and address bereavement activities in postgraduate training and
maintenance of certification may, in part, lead to improved
multidisciplinary treatment of patients with cancer, their fam-
ilies, and caregivers. Future studies linking physician training
and practices with the longitudinal family and caregiver adjust-
ment to loss are needed.
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